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STATE OF CALIFORNIA–HEALTH AND HUMAN SERVICES AGENCY

(EAS 46–425)

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
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DATE

DATE OF REVIEW ELIGIBILITY SUPERVISOR APPROVED:
DISAPPROVED:

ELIGIBILITY WORKER NAME TELEPHONE NOTIFIED CLIENT ON PRIOR AUTHORIZATION FORM TO
CLIENT ON
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CURRENT SSP STATUS: Eligible this month �� Yes �� No

CURRENT IHSS STATUS: Eligible this month �� Yes �� No

CURRENT CAPI STATUS: Eligible this month �� Yes �� No

VERIFICATION OF ELIGIBILITY: Source of Verification �� SDX �� SSA �� County Records �� MEDS

1. Description and documentation of need: _________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

2. Gross amount of needs: ITEM AMOUNT

______________________________________________________________________________________ $ ____________________

______________________________________________________________________________________ _____________________

______________________________________________________________________________________ _____________________

______________________________________________________________________________________ _____________________

Total gross amount of needs: $ ____________________

Less available liquid assets:

______________________________________________________________________________________ _____________________

______________________________________________________________________________________ _____________________

______________________________________________________________________________________ $ ____________________

Balance of needs ................................................................................................................................................ $

3. a. �� Approved in amount of $______________ Effective ________________________________

b. �� Disapproved, Basis: ______________________________________________________________________________________________

_______________________________________________________________________________ Date:________________________

c. �� Disapproved, other (withdrawn, death, cancellation):______________________________________ Date:________________________

d. �� Disapproved, No SCP funds: _______________________________________________________________________________________

4. If approved, did this Special Circumstances Program benefit keep the recipient out of an institution?: �� Yes �� No
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